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Required Contents of the Operational Protocol

A. Project Introduction

The Money Follows the Person Rebalancing Demonstration (MFP), offered through the Centers
for Medicare and Medicaid Services (CMS), was created as part of the Deficit Reduction Act of
2005, a law passed by the U.S. Congress. Originally set to end in 2011, the passage of the
Affordable Care Act of 2010 extended the demonstration until 2016. The purpose of the
demonstration is to promote a series of rebalancing objectives written in the statute. The term
“rebalancing” refers to efforts to minimize or eliminate barriers to individuals receiving long-
term supports and services in home and community settings, rather than in institutional settings.

The Department of Health and Mental Hygiene (DHMH) administers Medicaid in Maryland. In
accepting the Money Follows the Person (MFP) award, Maryland reinforced its ongoing
commitment to serving individuals in the most integrated setting. This commitment is apparent
in the State’s existing policies and programs, including the Money Follows the Individual policy
and the three home- and community-based services (HCBS) waivers that will serve MFP
participants. Maryland is also fortunate to have a vibrant community of advocates and consumers
who push the State to continue to improve its efforts. With the approval of this operational
protocol, the State will use lessons learned in the first six years of MFP implementation to
improve upon current rebalancing initiatives, as well as support the Department in exploring and
implementing new options authorized in the Affordable Care Act (ACA).

In the community, MFP demonstration participants access services through three of Maryland’s
existing home- and community-based services (HCBS) waiver programs and the Community
First Choice state plan program:

The Home and Community Based Options Waiver (HCBOW) serves individuals 18 and
older and provides case management, assisted living, and family training as part of its
service package. HCBOW combines and replaces two waivers with overlapping
eligibility criteria and similar services, the Living at Home Waiver that served adults with
disabilities between the ages of 18-64 and the Waiver for Older Adults that served adults
50 and older. A number of previously covered services will be moved to the Community
First Choice state plan program and as such will continue to be available to waiver
participants that live in community residences.

e The Traumatic Brain Injury (TBI) waiver serves adults with traumatic brain injuries and
provides day habilitation, family and individual support services, supported employment,
and residential rehabilitation. This waiver is available to MFP participants that are
transitioning from the three State owned and operated nursing facilities or Commission
on Accreditation of Rehabilitation Facilities (CARF) accredited chronic hospitals.*

! COMAR 10.09.46.03.B.4 cites the technical eligibility requirements for the TBI waiver as follows. An applicant or
participant shall be determined... to meet the waiver's technical eligibility criteria if the individual: (4) Is receiving: (2)
Care in a State psychiatric hospital that is determined to be inappropriate because the individual does not need that level of
care; (b) Traumatic brain injury community placement funded by the MHA with all-State funds; (c) Care in a nursing
facility owned and operated by the State or an out-of-State rehabilitation institution funded by the Program; or (d) Care in a
Maryland licensed special hospital for chronic disease accredited by CARF in brain injury inpatient rehabilitation.
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e The Community Pathways (CP) waiver serves adults with developmental disabilities and
provides personal supports, case management, day habilitation, environmental
modifications, and a wide variety of other support services offered through the
Developmental Disabilities Administration (DDA).

e The New Directions (ND) waiver provides the same services available through
Community Pathways, ND participants are able to self-direct those services. The DDA
has submitted an application to CMS to merge the current New Directions and
Community Pathways Waivers. DDA expects this application to be finalized and the
waiver approved for an additional five year period.

e Starting in 2014, the Community First Choice program will offer personal assistance
services, nurse monitoring, personal emergency response systems, transition services,
home delivered meals, environmental adaptations, assistive technology, and other items
that substitute for human assistance. HCBOW participants that live in a community
setting will also be eligible to receive CFC services.

These waivers and the Community First Choice State Plan Program all require institutional level
of care and have financial eligibility requirements. For details of the services available through
each of these programs, please contact dhmh.mfp@maryland.gov.

Increasing Use of HCBS. Of the four federal goals for the MFP program, Maryland’s MFP
program focuses on increasing the use of home- and community-based services (HCBS) by
streamlining and supporting transitions from institutions to the community. The State’s Money
Follows the Individual policy ensures that funding for waiver slots is made available to
individuals who transition from an institution. The Money Follows the Individual Act is codified
in the Annotated Code of Maryland, Health General §15-137 which states that:

The Department may not deny an individual access to a home- and community-based services
waiver due to a lack of funding for waiver services if:

(1) The individual is living in a nursing facility at the time of the application for waiver
services;

(2) At least 30 consecutive days of the individual’s nursing facility stay are eligible to be
paid for by the Program;

(3) The individual meets all of the eligibility criteria for participation in the home- and
community-based services waiver; and

(4) The home- and community-based services provided to the individual would qualify
for federal matching funds.

While the law only references nursing facilities, the Departmental policy includes all institutions.
Therefore, capacity in the waivers does not need to be reserved for individuals transitioning from
institutions to the community through the MFP demonstration. Individuals transferring from an
institution to a community residence will not be placed on a waiting list. Additional slots will be
requested each year according to the number of slots needed to continue serving individuals who
transition onto the waivers under MFP.
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Beyond the MFI policy, the Waiting List Equity Fund (WLEF) will be utilized to fund services
for individuals transitioning out of Intermediate Care Facilities for Individuals with Intellectual
and Developmental Disabilities (ICFs/ID), called State Residential Centers (SRCs) in the State
of Maryland. The waiting list equity fund (WLEF) was created using monies saved by the
closure and downsizing of state operated residential centers. The WLEF also receives additional
funding through donations made by Marylanders via their State income tax returns. WLEF is a
nonlapsing fund established to ensure that when an individual leaves the State residential center
to be served in the community, the net average cost of serving the individual in the SRC is
applied to: (1) The individual's community placement; (2) Community services needed to sustain
the individual's community placement; and (3) Provide community-based services to individuals
not yet receiving services.

The eligibility criteria for individuals to access this fund are cited in COMAR 10.15.22.06,
which states:

To be eligible for services funded from the waiting list equity fund, an individual shall:
(1) Be aresident of Maryland; (2) Have an appropriate evaluation that finds that the
individual: (a) Has a developmental disability, or (b) Is eligible for support services; (3)
Leave a State residential center on or after October 1, 1994, to be served in community-
based services.

Traditionally, the WLEF has been used to fund services for individuals on the waiting list who
have older caregivers (currently age 69 and above). However, the regulations for the funds allow
them to be used on individuals who are transitioning out of institutions and these funds will be
available to MFP participants who are not required to be placed on the Waiting List for DDA
services.

Ongoing Efforts to Rebalance and Divert from Institutional Placement

The MFP demonstration will complement ongoing rebalancing efforts in Maryland as well as
support research, development, and implementation of new opportunities the Department
chooses to pursue that were authorized as part of the ACA. These and other efforts are described
below.

Maryland is one of 54 states and territories that are funded by the Administration for Community
Living and CMS to develop a program to streamline access to long-term care information and
community-based services. The federal program is the Aging and Disability Resource Center
(ADRC) initiative. In Maryland, the program is called Maryland Access Point (MAP). MAP is
also supported by General State funds. The goals of MAP are to streamline access to long-term
care information and streamline eligibility and access to services in order to help redirect long-
term care from institutions to the community. The MAP program has developed
recommendations for best practices, including co-location of the different agencies involved in
coordinating eligibility for Medicaid services and all State funded long-term care services. MAP
has twenty local operational and developing sites providing statewide coverage. Each site
provides coordinated front-line assistance for people seeking alternatives to institutional long-
term care. At the State level, MAP is working through an executive level interagency work group
to address structural and operational systems changes in the way people access long-term care
information and the speed with which community options can be explored prior to
institutionalization. The MAP project expanded statewide with support from the MFP

7
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demonstration and will continue to be an integral part of Maryland’s rebalancing efforts. MAP
also constitutes the core of the Single Entry Point/No Wrong Door effort as required by the
Balancing Incentive Program and adopted by Maryland as part of the State’s LTSS reform plan.

In addition to the Maryland Access Point project, Maryland received grant funding from the
Administration on Aging for the Community Living Program. This grant is designed to: (1)
develop a targeting and assessment protocol for identifying older adults who are at high risk of
Medicaid spend down and placement in a nursing home; (2) prioritize those individuals for
access to non-Medicaid funded State long-term care service programs; (3) offer them an
opportunity for a flexible benefit under which they or their families can self-direct services and
services providers; and (4) encourage and measure the informal supports that assist with
community-based care and living. The targeting and assessment protocol and the prioritization of
high risk individuals will contribute significantly to Maryland’s efforts to divert people from
institutional settings as well as Medicaid spend down. This essential diversion program will
increase the number of individuals who can remain in their homes and receive services, thereby
reducing the need for facility-based care and expenditures and it will provide a model for
expansion. There is also a State-only funded program that supports nurses working in local
hospitals to divert individuals from long-term nursing facility stays after a hospital discharge.
Two counties currently participate in this program with DHMH which ends December 31, 2013.

Another project affecting long-term care rebalancing efforts was House Bill 594 (Chapter 244,
Laws of Maryland 2007). This bill requires DHMH to analyze options to increase access to
long—term care services, including home and community-based services for individuals at high
risk of institutionalization because of cognitive impairments, mental illness, traumatic brain
injury, or other conditions. DHMH committed to review the practices of other states, to study
options for revising the current level of care determination, and to cost out other options for
increasing access to long term care services. The final report, submitted December 1, 2007,
influenced changes to the level of care determination process that occurred in 2008. The
Department revised the nursing facility level of care criteria which resulted in fewer denials and
an expanded group of eligible individuals.

Two additional bills regarding long-term care were passed in Maryland’s 2009 legislative
session. House Bill 782 requires the Department to consult with nursing facilities and other
stakeholders to assess the State’s long-term care reimbursement methodology and consider
alternative reimbursement mechanisms. A report on the evaluation was submitted to the General
Assembly on October 1, 2010. The report included plans to continue work with stakeholders on
rate reform issues. House Bill 113 requires that the Department consult with stakeholders to
evaluate the feasibility of submitting a federal waiver application for a coordinated long-term
care program. The final report on feasibility was submitted to the legislature December 1, 2010
and recommended that the group continue to further study options available in the Affordable
Care Act. The Long-term Care Reform workgroup was reconvened in August of 2011 to review
Community First Choice, the Balancing Incentive Program, Health Homes, and revisions to the
1915(i) option. In 2012, the large workgroup merged with the MFP stakeholder group to form
the MFP/BIP Rebalancing Stakeholder group. A new Community First Choice Implementation
Council was also created. One of the recommendations of previous stakeholder groups has been
to develop a single standardized assessment instrument to be used across programs. An
instrument that is evidence-based and tested for validity and reliability could improve the quality
of community support plans and reduce the effects of the programmatic silos. DHMH invested,
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outside of MFP, in two (2) full-time staff that researched existing evidence-based instruments
and made recommendations for moving to a new assessment tool in 2012. These staff hosted
focus groups to review assessment options with stakeholders. The staff also ensured that the new
instrument meets the requirements for a Core Standardized Assessment as outlined in the
Balancing Incentive Program Implementation Manual released on October 14, 2011 to ensure
Maryland’s eligibility for the program. MFP used rebalancing funds to fund the initial costs to
finance the implementation of the selected tool, interRAI-Home Care. Thus far it has been
implemented across two waiver programs that require a nursing facility level of care and the
Medical Assistance Personal Care Program.

Maryland also implemented a new system for assuring that home and community-based services
are provided as outlined in person-centered plans of service. The In-home Supports Assurance
System (ISAS) requires that personal care and other in-home service providers call-in to an
automated system when providing services in a participant’s home. The system compares service
calls to the individuals support plan and document provider time in the home to automate billing.
Although the effort was initiated outside of the MFP demonstration process, MFP rebalancing
funds were used to support the start-up costs as the effort is focused on improving HCBS and
quality. Phased-in implementation began in 2013.

In addition to these efforts, Maryland successfully applied for a Real Choice Systems Change
Grant titled, Building Sustainable Partnerships for Housing. Maryland’s proposal, Maryland
Partnerships for Affordable Housing (MPAH), is a joint effort of Medicaid, the Department of
Disabilities (MDOD), the Department of Housing and Community Development (DHCD), the
Mental Hygiene Administration (MHA), the Developmental Disabilities Administration (DDA),
Centers for Independent Living (CILs), disability advocates, consumers, and other community
service providers. MPAH was a one year grant with a subsequent one year extension that assisted
Maryland in developing strong relationships and a competitive application for funding through
the U.S. Department of Housing and Urban Development (HUD) Section 811 Project Rental
Assistance Demonstration Program (811 PRA Demo). As part of the MPAH work, the
Department provided person-centered planning training for housing case managers using MFP
rebalancing funds. In February 2013, HUD announced the award of Section 811 PRA Demo
funding to 13 states, including Maryland. MFP allocated $1,000,000 in rebalancing funds to
support the Section 811 PRA Demonstration.

Where We 've Been, Overview of MFP Demonstration Program to date

The initial goal of the MFP demonstration in Maryland was to encourage rebalancing by
improving the existing transition process from an institution to community living through
increasing outreach and decreasing barriers to transition. New efforts under MFP included peer
outreach and mentoring, program education, application assistance, enhanced transitional case
management including housing assistance, flexible transition funds, and the addition of waiver
services to existing waivers.

The Developmental Disabilities Administration (DDA) had existing Community Placement
Teams that were enhanced to support residents of SRCs as they transitioned from Maryland’s
(ICFs/ID) to the community. At the state level, the SRC Transition Coordinator works on
addressing systemic barriers to transition. The SRC Transition Coordinator also tracks data for

9
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the MFP demonstration, works on housing policy related to SRC and NF transitions, and
oversees two additional positions that were created and titled Community Placement Specialists.
The Specialists work on individual transitions and enhance the existing Community Placement
Teams that include Regional Office staff, Resource Coordinators that serve as case managers, the
SRC residents and their families, SRC staff, and the peer mentors. The Community Placement
Specialists develop relationships with residents, families and SRC staff to facilitate
communication and to develop solutions to individual barriers to transition. The Specialists also
oversee the peer mentoring project in SRCs.

When MFP began, there were 331 people living in Maryland’s State Residential Centers. Under
Governor Martin O’Malley’s leadership, the Rosewood State Residential Center was closed and
168 residents transitioned to the community. Brandenburg, a second SRC, was closed in 2011.
As of this writing, there are now 121 individuals in SRCs, in contrast to 13,640 DDA waiver
participants being served in the community. Less than 1% of the people being served by DDA
remain in institutional settings.

The Mental Hygiene Administration (MHA) administers the Waiver for Adults with Traumatic
Brain Injury, which is on track to triple in size by the end of the MFP Demonstration, and has
already grown from 33 to 75 participants served since the demonstration began. Of the 75 TBI
Waiver participants, 42 were enrolled through MFP. In 2012, MHA modified their Brain Injury
Resource Coordination Program by developing a contract with the Brain Injury Association of
Maryland (BIAM) to provide outreach to individuals in institutions, application assistance, and
enhanced transitional case management services to individuals who apply for the TBI waiver
program. BIAM staff assist with outreach to residents in CARF accredited Chronic Hospitals and
State owned and operated nursing facilities as well as to their family, guardians, and other
supporters. BIAM provides education and support in making decisions about pursuing
community living, application assistance, coordination of needed community resources and
supports for the individual, and enhanced transitional case management to ensure successful
transitions to the community.

MFP Rebalancing Initiatives

Under MFP, the State receives additional funds for services provided under the demonstration.
To date, the increased funds associated with the MFP demonstration have been used to enhance
community based services available through the existing waiver programs by adding additional
services and supports that were identified by the stakeholders. These additional services are
available to all waiver participants and will continue past the MFP demonstration. In addition,
the funds sponsored pilot programs to enhance outreach and transition services. These pilot
programs produced data that has been used to study their efficacy through measured outcomes.
Based on the outcomes of the pilot projects to date, changes were made to several of Maryland’s
rebalancing initiatives effective January 1, 2012.

Peer outreach workers were employed to staff a statewide outreach campaign to nursing facility
residents, informing individuals (or their legal guardians) of the option to receive long term
supports and services in the community. Over 20,000 contacts were made with nursing facility
residents and their representatives. MFP funding enhanced an existing peer mentoring program
for State Residential Center (SRC) residents and created a new family mentoring initiative. A
peer mentoring service was created for nursing facility residents as well. However, utilization
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has been so low that sufficient data is not available to quantify and evaluate the outcomes for the
mentoring services. Maryland remains committed to using peers to perform outreach and provide
support to institutional residents. These peer initiatives have been redesigned to promote
increased participation and overcome challenges identified during the initial demonstration
period. The revised peer support model is described in detail in section 1.3 Recruitment Efforts.

In addition to the peer outreach and mentoring, program education and application assistance
were offered to nursing facility residents through the MFP demonstration. Professional staff of
the local Area Agencies on Aging (AAAs) received referrals from peers, facility staff,
ombudsman, and the MDS Section Q and then provided in-depth education on the services
available in the community. Assistance in completing and submitting a waiver application was
also provided when requested. Since July of 2009, 9,685 people have received program
education and 4,3850f those individuals also received application assistance for one of the HCBS
waivers. The number of waiver applicants has increased tremendously based on the outreach,
education, and application assistance available through MFP. In 2012, the education and
application assistance were integrated into Options Counseling to further streamline the entry
into LTSS. Details of Options Counseling services are in section 1.4 Enrollment in MFP from a
Nursing Facility.

MFP has funded training for its partners and providers. Specifically, transitional case managers
received training on person-centered planning, which was designed to educate case managers on
the philosophy and specific planning tools that can be used to guide the process. Housing
training was also provided in order to provide basic housing information and assistance to all
residents of qualified institutions seeking independent housing. The housing training was open to
anyone working with MFP and was also attended by MAP staff, disability partners working at
CILs, and consumers.

MFP housing specialist positions were created and staffed at the Department in order to work
with applicants, their supporters, case managers, housing authorities, and landlords. These
housing specialists work closely with housing staff at The Coordinating Center, the case
management providers for the Living at Home waiver. In February of 2011, Maryland was
awarded 112 category Il vouchers for non-elderly disabled individuals transitioning from
institutions. The Coordinating Center took the lead role in assisting eligible MFP applicants in
accessing these vouchers. As of this writing, all vouchers have been awarded.

MFP also supported the development of the statewide network of MAP sites. To improve the
processes by which individuals learn about and access long-term care services, MFP assists the
statewide network of MAP sites in two ways. First, an ADRC liaison contract was awarded in
2011 and the contractor assessed existing and developing MAP sites for their capacity to
integrate MFP services within the MAP structure, and identified existing structural, staffing, and
funding barriers. The liaison developed action plans for MAP sites to facilitate the incorporation
of MFP services and overcome identified barriers and developed a State-level action plan to
guide policy decisions. Technical assistance to developing MAP sites was provided in order to
implement the action plans. The second way MFP supports MAP is by providing funding
support to individual sites to help them modify their models to accommodate MFP service
provision. Funding to individual sites also supports MAP staff and co-location of disability
partners.

11
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In addition to the ADRC Liaison, MFP will support the evaluation of the MAP-based
Community Living Program and the parallel DHMH hospital diversion program. These pilot
models need to be evaluated for best practices and standardized so that they can be expanded.
This evaluation has not previously been funded as MDoA grants only support their programs,
thereby excluding the DHMH grant programs. After an evaluation of current diversion efforts
and national models, Maryland will work to implement a statewide nursing home diversion
program.

New Services. The MFP demonstration added services to several of the existing waivers to
enhance the service package available to individuals who use these programs. In the first phase
of MFP, environmental assessments, nutritionist/dietician services, and home delivered meals
were added to the LAH waiver and transition services were added to the WOA. An MFP
demonstration service was created to provide enhanced transition services to nursing facility
(NF) residents interested in transitioning to the community through one of the participating home
and community based services waiver. Peer mentoring was created as an MFP demonstration
service and will continue to be a demonstration service during the extension (See B.5.4).

The clubhouse model of services will also be added to the TBI waiver as an alternative to day
habilitation or as a modification to the day habilitation service. This service, which was
identified by stakeholders as an area of need, will be available to all TBI waiver participants and
will continue past the MFP demonstration.

A new service called flexible funds was offered through the MFP demonstration and was initially
administered by the transitional case managers to further address barriers to transitioning. This
MFP supplemental service includes funds for groceries, transportation, and other needed items
that could not otherwise be funded by Medicaid. While the funds are designed to cover a wide
array of goods and services needed at the time of transition, they have primarily been used to pay
for groceries. Starting in 2014, a fiscal management agent will administer flex funds with the
support of the case managers.

Information Systems. During the first phase of MFP, the State developed a web-based tracking
system to assist in communication and reporting by tracking the processes shared among all
partners of the demonstration. At the time, the tracking system was minimally compatible with
the existing tracking systems for the Older Adults and Living at Home waivers and was
accessible by case managers, DDA, MDoA, MDOD, and DHMH. The web-based tracking
system tracked an individual from initial contact through transition. While the information
stored in the system could be used to identify barriers in the transition process and store reasons
for reinstitutionalization, while promoting quality, timeliness, and accountability, it was not fully
integrated with the existing waiver tracking systems. In 2012, work began to incorporate all
three existing tracking systems and expand functionality of a single long-term supports and
services system called LTSSMaryland. The modified system was built such that it could expand
to incorporate the new standardized assessment instrument (interRAI-Home Care), provide a
flexible, self-directed budget for Community First Choice participants, and link to the ISAS to
automate billing and increase real-time quality monitoring. Future additions will include the
State Plan personal care program, the TBI waiver, and the Quality of Care Review Team
functions, and streamline Reportable Events submission.

12
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MFP has partnered with the MAP program to support the on-going development and
maintenance of a statewide, web-based, searchable database that provides comprehensive,
accurate, and user friendly information about long-term care planning, programs, and services.
Launched on December 1, 2010, the site helps consumers, providers, and advocates quickly
access information and connect with appropriate programs and providers. MFP may provide
future support to enhance the system with back-end data functionality and integrate its client data
into the LTSS tracking system.

Behavioral Health. During the development of the initial operational protocol, some stakeholders
expressed concerns about the availability of and access to the current community-based
behavioral health services including supports for mental illness, dementia, cognitive behavioral
disabilities including brain injury, and co-occurring physical, cognitive, mental health, or
behavioral health diagnoses. Specific concerns expressed were the need for improved behavioral
health services, as well as an overall lack of access to adequate and/or existing supports, or a
mechanism through which to serve individuals transitioning out of Institutions for Mental
Disease (IMDs). As a result, the State convened a parallel stakeholder group to further
investigate and address these concerns with the goal of enhancing screening, increasing
community capacity, and providing comprehensive behavioral health supports to individuals
receiving long-term care services in the community. One of the primary goals of this group was
to develop recommendations for improving behavioral health services in the community for all
individuals in need of those services.

The MFP Behavioral health workgroup met regularly through September of 2008 and developed
a list of recommendations for the Department to better serve individuals with behavioral health
needs (Appendix G). These recommendations were delivered to the advisory bodies for the
LAH, OAW, and TBI waivers and the Aging in Place Task Force. These existing groups were
charged with advocating for the implementation of these recommendations, but to date, none of
the recommendations have been implemented.

The work group reconvened in July of 2009 and met through March of 2010, but once again
efforts to implement recommendations stalled. In 2011, MFP successfully procured a Behavioral
Health Consultant to reconvene and lead the behavioral health workgroup, analyze the gaps in
the existing service system, research best practices nationwide, report findings on best and
promising practices for the state to consider, and present recommendations for new services
along with an action plan for implementation. The reconvened work group held a series of
stakeholder meetings and incorporated feedback into the final recommendations report. The
final recommendations were submitted during the process of behavioral health integration in
Maryland. The Mental Hygiene Administration and the Alcohol and Drug Abuse Administration
are in the process of merging into the Behavioral Health Administration. This transition time in
the system provided a challenge for the Behavioral Health Consultant to move forward with
technical assistance for recommended changes.

In order to provide support at the consumer level, MFP hired a behavioral health specialist/policy
analyst to work with MFP applicants, participants, their representatives, and case managers in
order to coordinate available mental health services. The specialist also acts as a liaison for MFP
with MHA and the local mental health authorities.

New Efforts to Rebalance and Divert from Institutional Placement
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In 2013, Governor O’Malley provided $9 million from the increased alcohol tax to fund a total
of 480 new waiver slots for applicants to the Living at Home Waiver and the Waiver for Older
Adults. The slots were offered to individuals that had expressed interest in services by placing
their names on the waiver services registries. In addition to the slots, the State is also
implementing a 1915i and a Health Homes program to expand and improve coordination of
available home and community based services.

While not an MFP funded effort, advocating for the allocation of funding for waiver slots to
divert people from institutions so they do not have to enter the NF before applying for a waiver
would allow for targeted use of limited funding resources. This initiative would require
budgetary authorization from the Maryland Department of Budget and Management (DBM)
because of the ongoing state cost that cannot be covered by MFP. When they become available,
a number of slots could be set aside for diversion, based on need as determined by the
standardized assessment tool.

In order to truly rebalance the system, an increased and targeted effort needs to be initiated with
institutions and the inconsistencies in reimbursement trends for institutional versus community
providers must be eliminated. For example, Maryland will explore several options for reducing
use of institutional services such as implementing equal rate cuts and/or increases to create
payment parity between service providers; changes to institutional rate setting methodologies
and policies allowing growth of institutional beds, voluntary bed closure incentives, and
incentives for institutional providers to expand into HCBS. Financial incentives for bed closures
will be used only if other efforts are unsuccessful and would be limited to short-term payments
that results in the permanent closure of beds.

Nursing Facility (NF) Expansion to HCBS. The nursing facility provider community possesses
many resources that could successfully be re-invested to increase HCBS capacity. Pilot projects
that encourage institutional providers to expand their business model to include home and
community-based services can increase consumer choice and expand the pool of HCBS
providers, especially in rural areas. Working with institutional providers to shift their focus and
ultimately change their business model is an important part of rebalancing efforts and crucial to
meeting the goals of MFP. Maryland will explore options with the professional organizations
representing facility providers including the Health Facilities Association of Maryland (HFAM)
and LifeSpan, in addition to conducting outreach directly with providers. MFP will seek
proposals for possible pilot projects. One example of a pilot proposed by a provider is to fund
facilities at a capitated rate to provide transition services, assistive technology and electronic
health monitoring, emergency response services, personal care, and nursing supervision to
individuals who transition out of their facilities and into a community setting. Pilot models could
include PACE-like models, financial incentives to NF providers who create MFP-qualified
residences or assisted living facilities, and/or for providing traditional waiver services. Pilot
projects will be awarded through a competitive procurement process in consultation with
consumers.

Self Direction

The three HCBS waivers that MFP participants will primarily use to access community-based
services offer a variety of self-direction opportunities that vary with each waiver. The
Community Pathways and Traumatic Brain Injury Waivers have the fewest opportunities for
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self-direction, incorporating the consumer in the care planning process but not offering
additional self-direction options. Personal assistance services are provided to Home and
Community Based Options Waiver participants through Community First Choice (CFC) which
offers a self-directed model of personal assistance services as well as an optional self-direction
training. The self-direction training is provided through a partnership with the Maryland
Department of Disabilities and funded through MFP rebalancing funds. The New Directions
waiver offers the greatest number of options for self-direction, including support brokerage,
supported employment, community supported living arrangements (personal supports), assistive
technology, accessibility adaptations, and transportation. For additional information on these
self direction options, please see section B.7.

MDoA, through a partnership with the U.S. Department of Veterans Affairs, is administering the
Veteran-Directed Home and Community Based Services Program (VD-HCBS). This program
provides veterans with a flexible cash benefit that they self direct in order to purchase
community-based long term supports and services. Implementation began in Baltimore County
in 2011 and the program has now expanded to include Howard, Prince George’s, Dorchester,
Wicomico, Worcester, and Somerset Counties and Baltimore City. Both the Community Living
Program referenced above and the VD-HCBS programs use a cash and counseling model with a
fiscal intermediary and support for consumers in managing their budget. The VA Medical Center
in Perry Point, Maryland receives referrals of potential participants from the veterans’ medical
team. The VA then screens and sends the referrals to MDoA for further follow-up. Staff at the
participating local Area Agencies on Aging meet with the veteran and, together with the fiscal
intermediary, provide training and support to enroll the individual into the program. The veteran
receives a monthly cash benefit, which he or she self-directs to purchase services and supports,
such as personal assistance services or home-delivered meals, that allow them to maintain
independence and live in their home.

As the Departments implement CFC; rebalancing funds will be used to support the start-up
administrative costs associated with the change such as supports for consumer participation in
the Implementation Council, technology, training, and outreach. Maryland’s existing Medical
Assistance Personal Care Program (MAPC) will continue to be available to individuals that do
not meet a nursing facility level of care, but do meet the one ADL standard. MAPC will make
changes to remain consistent with CFC and will offer a self-directed model of personal
assistance services to participants that remain in the program.

Stakeholder Involvement in the LTC System

Maryland’s initial application for the MFP demonstration was based on stakeholder input. Once
the grant was received, an announcement was posted on the DHMH website, and the State
engaged in an extensive process to convene, listen to, and respond to stakeholder concerns,
questions, and recommendations that continued throughout the planning process. Since the
beginning of Maryland’s MFP program, meeting schedules have ranged between biweekly and
quarterly. Currently the group meets bi-monthly to discuss implementation issues, hear
presentations on topics of interest, and provide input for future planning. In 2010 the group
changed meeting locations in order to provide audio and video conferencing capabilities for
stakeholders that are unable to attend meetings in person.

15



Maryland MFP Operational Protocol v 1.2

In addition to the MFP Stakeholder Group, there are stakeholders involved in the various
Medicaid Waiver Advisory Committees, the CFC Implementation Council, the MAP Advisory
Board, and the Long Term Care Reform Work Group (which merged with the MFP Stakeholder
group). Once CFC is implemented, the Implementation Council will be consolidated with the
Home and Community Based Options Waiver Advisory Committee. For additional information
on stakeholder involvement in the MFP demonstration, see section B.4.

Description of the Demonstration’s Administrative Structure

The Department of Health and Mental Hygiene administers Maryland’s Medicaid program.
Within DHMH, MFP is housed within the Office of Health Services, in the Long Term Supports
and Services Administration. There are thirteen dedicated positions for the MFP Demonstration
that are paid for by the grant, the MFP Project Director, Associate Project Director, Data
Specialist, Behavioral Health Specialist/MFP Policy Analyst, MAP Specialist, Housing
Supervisor, three Housing Specialists, Finance Specialist, Statewide (DDA) Transition
Coordinator, and two Community Placement Specialists. All thirteen positions are full time
positions in the Office of Health Services, Long Term Care and Community Support Services
Administration and 100% of these positions are dedicated to the MFP Demonstration. The MFP
Project Director also fills the same role for BIP which has one dedicated BIP Coordinator.

Collaboration with sister State Departments has been invaluable to the demonstration. Strong
leadership from MDoA and MDOD has allowed for quick implementation of rebalancing
initiatives and additional quality oversight and monitoring. DHMH will continue to work with
both Departments, specifically with MDOoA in order to provide options counseling and to
strengthen the MAP sites in order to meet the Single Entry Point/No Wrong Door BIP
requirements and MDOD for peer supports, CFC self-direction training, and systems-level
housing advocacy.

A new Memorandum of Understanding is in place between DHMH and DHCD as part of the
HUD Section 811 PRA work that demonstrates increased collaboration between our agencies.
Stronger partnerships with the Departments of Human Resources and Housing and Community
Development will also become a priority during the extension period.

State University systems have provided important support to the MFP demonstration. The
Schaefer Center, a policy institute within the University of Baltimore, administers the Quality of
Life Survey to MFP participants through a Memorandum of Understanding (MOU) with DHMH.
The Hilltop Institute, a research institute housed within the University of Maryland, Baltimore
County, developed the initial web-based MFP tracking system and acts as a subject matter expert
with the current developer, as well as provides data analysis to assist in the decision making
process. The Hilltop Institute activities are also funded through an MOU with DHMH.

1. Benchmarks

Each year of the demonstration, the State will report on its progress in transitioning individuals
and rebalancing the long-term care system. CMS requires each proposed measure to include
annual targets that are measurable, achievable, and realistic.
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1.1 Required Benchmarks

Benchmark 1: The projected number of eligible individuals in each target group of eligible
individuals to be assisted in transitioning from an inpatient facility to a qualified residence
during each calendar year of the demonstration®.

Table A.2.1 Benchmark 1: Projected Transitions in Each Calendar Year

Projections CY2013 CY2014 CY2015 CY2016 TOTAL
Elderly 190 199 209 219 817
Physically Disabled 115 121 127 133 496
Other: Brain Injury 7 8 9 10 34
ID/DD 20 20 20 20 80
332 348 365 382 1427

Total Transitions

Benchmark 2: The projected increase in qualified expenditures for all HCBS.

In the context of MFP, qualified expenditures are those waiver and State Plan services for which
the State will seek an enhanced match. The table contains the projected costs of these services
for all individuals in the given year. Should an application for the Balancing Incentive Payments
Program be pursued, this benchmark will be expanded or supplemented to report increased
HCBS percentage of total Medicaid LTSS spending required by BIP. The dollars and percentage
data could include both totals and breakdowns between non-DD and DD spending as in Table
AZ2.3 to track accelerated rebalancing of spending toward HCBS in the non-DD LTSS systems

Table A.2.2 Total Projected HCBS Expenditures by Calendar Year
CY 2013 CY 2014 CY 2015 CY 2016 TOTAL

$1,019,259,852 $1,075,312,473 $1,134,447,621 $1,196,834,816  $5,391,983,839

The projected annual increase in total HCBS funding is based on historical data for each HCBS
service category trended forward with an increase in waiver spending growth based on MFP
transitions.

1.2 Maryland’s Benchmarks

System-wide Rebalancing

! Though Maryland intends to transition individuals in IMDs and chronic hospitals during the period of the MFP
demonstration, currently there is no mechanism through which to serve them in the community. The State will
submit an update to the Operational Protocol before transitioning these individuals. Benchmark 1 will be amended to
include IMD and chronic hospital transition targets when a service mechanism is chosen (Section B.1.1).
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Benchmark 3: The percent of all Medicaid long-term care service days that are provided in
the community each year.

This benchmark is calculated by dividing the days of long-term care services provided in the
community by the total number of days of long-term care service provided (institutional plus
community). For example, if Medicaid served a total of 100 people, and 40 people received
services for a year in the community and 60 received services the same year in a nursing facility,
the benchmark would be 40.0% (40 people * 365 community days) / (100 people * 365 days).

This benchmark is intended to capture the progress in system-wide rebalancing of long-term care
based on the days of service in each setting. The HCBS days are for all services, both waiver and
State plan. More days of service provided in the community and fewer provided in an
institutional setting leads to a larger percentage in the benchmark. The days used in the analysis
are based on claims data and provide an unduplicated count of days of service. If Medicaid
served only one individual in a year and that individual received services for 200 days in the
community and 165 in a nursing facility, the benchmark would be 54.8% (200 community days /
365 total days). The actual benchmark represents the projected days of service for all Medicaid
long-term care recipients in the given year. These estimates are based on current efforts toward
rebalancing and new initiatives under MFP. Future long-term care reforms could accelerate these
changes.

Table A.2.3 Percent of Medicaid Long-term Care Service Days Provided in the Community

CY 2013 CY 2014 CY 2015 CY 2016

All HCBS Days / Total Days 68.81 71.84 74.87 77.90
Without DD Waivers and 54.8 59.1 63.4 677
SRCs
Only DD Services and
SRCs 99.0 99.0 99.0 99.0

This benchmark reflects Maryland’s goal to increase the proportion of long-term care services
provided in the community rather than in institutions. The State has already made considerable
progress in rebalancing the system through which individuals with developmental disabilities
receive services. While continuing to build on this progress, the State hopes to accelerate
rebalancing in the other long-term care service delivery systems.

Progress with Transitions

Benchmark 4: Number of nursing facility residents informed of their community care
options through Options Counseling each year.

This benchmark reflects the number of facility residents who receive Options Counseling in each
year. The State will use its existing data tracking system to log referrals and service provision
and require the contractor to document contacts with each resident.
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Table A.2.4 Number of nursing facility residents educated about HCBS through Options
Counseling

CY 2013 CY 2014 CY2015 CY2016

2,434 2,604 2,786 2,981

Though this benchmark is more process oriented, the State believes that the central goal of the
peer outreach and support and options counseling is to provide information about options for
receiving community services to as many potentially eligible individuals as possible. Based on
the current number of program education referrals from peers and completed program education
sessions, the State anticipates that contractors will document over 2,000 Options Counseling
sessions with nursing facility residents next year.

Benchmark 5: Number of participants that secure community housing each year.

This benchmark intends to measure the effectiveness of housing assistance provided through the
demonstration. The measure reflects the number of individuals who secure housing with
assistance from transition coordinators and MFP housing specialists in a given year. In an effort
to measure overall rebalancing through MFP initiatives, individuals who are determined
ineligible for MFP after receiving housing assistance will be counted in this benchmark (e.g., if
an individual transitioned after less than 90 days in the institution or if they selected a non-
qualified assisted living facility after receiving housing assistance).These numbers also reflect
that not every individual who transitions will need or request housing assistance.

Table A.2.5 Number of individuals securing community housing

CY 2013 CY 2014 CY 2015 CY 2016 TOTAL

120 126 133 143 522

These projections are based on data gained during the initial years of MFP implementation. It is
estimated that 55% of LAH participants and 30% of OAW participants will access community
housing with support from transition coordinators and/or MFP housing specialists.

B. Demonstration Implementation Policies and Procedures

In the first six years of Maryland’s MFP demonstration, over 1,789 individuals transitioned from
institutional settings to the community as MFP participants and hundreds more transitioned
through parallel programs. The MFP demonstration will help the State further reduce barriers to
receiving services in the community as well as target limited state resources to those most at risk
of institutional placement. Specifically, the State intends to use lessons learned from the first six
years of the demonstration to continue to improve the transition process, enhance community-
based supports, create new initiatives to build community capacity, and focus on diversion from
institutional placement. This work is done in conjunction with the State’s Balancing Incentive
Program as well as other ACA efforts such as Community First Choice in order to coordinate
efforts and funding wherever possible. This section of the protocol outlines the State’s policies
and procedures as envisioned once the new reform efforts are fully implemented. Individuals
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interested in pre-existing policies and procedures may request details by contacting
dhmh.mfp@maryland.gov.

1.  Participant Recruitment and Enroliment

1.1 Eligibility for the Demonstration

The populations that will be transitioned through the demonstration are:

e Elderly and disabled adults residing in Medicaid nursing facilities (NFs)

e Adults with developmental disabilities residing in intermediate care facilities for
individuals with intellectual disability (ICFs/ID), also known as State Residential Centers
(SRCs)

e Adults 65 years and older residing in institutions for mental disease (IMDs)*

e Adults residing in chronic hospitals

Maryland will adopt the least restrictive MFP eligibility criteria permitted by the authorizing
legislation:

e One day prior Medicaid eligibility
e 90 days residence in a qualifying institutional setting (or settings), excluding rehab stays?

1.2 Qualified Institutions

All Medicaid-licensed nursing facilities (NFs), institutions for mental disease (IMDs), chronic
hospitals, and public intermediate care facilities for individuals with intellectual disability
(ICFs/ID) in the State of Maryland will be included in the demonstration, regardless of
geographic location. The State will focus on developing the capacity to provide outreach to all
eligible institutional residents as described above. All Medicaid-licensed NFs meet the statutory
definition of a qualified institution (section 6071(b)(3), “inpatient facility”, of the Deficit
Reduction Act of 2005). All Medicaid-licensed ICFs/ID, institutions for mental disease (IMDs),
and chronic hospitals also meet the statutory definition of a qualified institution.

1.3 Recruitment Efforts

Minimum Data Set 3.0

The Minimum Data Set (MDS) 3.0 is an assessment tool that is used with residents in all
Medicare-licensed nursing facilities, regardless of payer source. Section Q of the MDS relates to
goal setting and discharge planning. If a person wants to speak to someone about the possibility
of returning to the community, a referral to the local contact agency (LCA) is indicated. In
Maryland, MFP is the LCA. MFP has worked with the State’s CMS MDS liaison, the Office of

2 While the least restrictive MFP eligibility will be used, in order to be eligible to apply for an HCBS waiver without
accessing one of the registries, Maryland’s MFT act requires at least 30 days of the individual’s nursing facility stay
are eligible to be paid for by the Program (Medicaid).
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Health Care Quality (OHCQ), in order to automate the MDS referral process. Currently, when a
referral to the LCA is indicated, a referral to the local Area Agency on Aging or Center for
Independent Living is made through the LTSSMaryland tracking system and options counseling
is provided to the nursing facility resident, regardless of Medicaid eligibility status. Options
counseling is described in detail below in 1.4 Enrollment in MFP from a Nursing Facility.

Peer Outreach and Support for NF Residents. In addition to MDS referrals, the State receives
referrals through regional peer outreach and support contracts, procured through a Memorandum
of Understanding with the Department of Disabilities. The previous iteration of peer outreach
focused only on Medicaid-eligible residents and did not support an on-going relationship
between peers and facility residents or staff. The new peer outreach and support model requires
peers to establish relationships with nursing facility residents and staff as well as family and
resident councils. The peers will have an on-going presence in the facilities in order to share
personal experiences with community living and provide support to individuals and their
guardians throughout the decision-making and transition process.

For the purposes of this work, a peer is an older adult or individual with a disability who has
utilized long-term care services or an individual who has non-professional life experience with
long-term care services, disability, or aging

In the facilities, peers describe opportunities for community living, examples of others who have
successfully transitioned to community living (including age and disability sensitive examples),
how the basic process of transitioning works, and the community-based supports and services
available. The peers have access to written materials, including informational flyers about HCBS
and video presentations about the transition process with examples of individuals living
successfully in the community. The peers themselves can draw on their own experiences with
transition and community living to provide additional information as appropriate. Peers will
share this information with residents; guardians; family members and supporters of residents;
and facility staff including social workers, nurses, direct support staff, and other medical
professionals. Peers will also attend and educate participants of family and resident council
meetings. The State and peer outreach and support contractors will help peers develop positive
working relationships with facility staff. Peers will be expected to schedule their visits and to
identify themselves when visiting a facility.

When an individual resident or guardian indicates an interest in further exploring HCBS options,
the peer makes a referral via the LTSSMaryland tracking system for options counseling. Options
counseling is described in detail below in 1.4 Enrollment in MFP from a Nursing Facility

The Department of Disabilities and their peer outreach and support contractors are responsible
for recruitment and training of peers, monitoring the work of the peers, and collecting and
reporting data as required by the State. Training for peers will include information about MFP,
basic information on Medicaid —funded home and community-based service options, and the
State’s protections from abuse, neglect, and exploitation. The Department also partnered with the
Long-Term Care Ombudsman Program for training peers. The Department approved all training
material for the peers to ensure accuracy in presentation of the information and materials
regarding community living options, protections against abuse or neglect, and exploitation and
the process to report these experiences. The State will ensure availability of alternative formats
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for all MFP outreach materials and other MFP materials as requested, including audio
recordings, captioning, large print, and electronic versions.

Peer mentoring is also offered to nursing facility residents via an MFP demonstration service
provided by Centers for Independent Living (CILs). CILs provide peer mentoring as one of their
four core services and have well established peer networks. Peer mentors from the CILs may
provide ongoing support, for example through community integration activities, during the final
stages of the transition process and after the transition to community living at the discretion of
the individual. The CILs may provide opportunities for volunteer mentors within the peer
mentoring roles.

SRC and Chronic Hospital Outreach

The Family mentoring project ended in 2012 however a variety of strategies continue to be
implemented to address family opposition. Person Centered Planning was an effective tool in
the 2008 Rosewood (former ICF/ID) closure. A new generation of professionals received person
centered planning facilitation via the now ended family mentoring project. Person centered
planning exercises continue to be available for SRC families by SRC social workers or DDA
Community Placement Specialists.

A separate peer mentoring process was implemented for people with intellectual disabilities
residing in SRCs and is described below.

Peer Mentoring for SRCs. Maryland currently contracts with the Arc of Maryland’s Self
Advocacy Network (SAN) for peer mentoring, now called People Connections. People
Connections is a peer mentoring initiative where individuals with disabilities with a strong
background in deinstitutionalization who live in the community (referred to as People
Connection Peers) are paired with individuals who live at one of the two remaining State
Residential Centers. The goal is for the person who lives in the community to share personal
experiences about life in the community as well as reinforce individual rights, self-determination,
and to provide community connections so that individuals living at the SRC can make informed
choices about the community. Referrals are received from SRCs, MFP Community Placement
Specialists and day programs that SRC residents attend. This effort was expanded in 2010 to
provide opportunities for individuals to spend additional time with their Community Connector
in the community, to increase the number of available peer mentors, to expand access to peers to
all of the SRCs, to allow for peer mentoring opportunities for 6 months following transition to
the community. In 2013 SAN continues to provide peer mentoring at the SRCs and/or day
programs in individual or small group gatherings with periodic experimental off campus
community outings related to a person’s interests and/or preferences. Current peer mentoring
efforts link current SRC residents with previous SRC residents via the delivery of welcome to
your new home or community baskets or return to the SRC for special activities.

Chronic Hospital Outreach. Maryland created a pilot resource coordination program in 2003 for
individuals with acquired brain injuries to assist them with accessing services and supports that
they need in the community, transitioning out of long term care facilities and/or diverting them
from institutional care. Resource Coordinators assist individuals with accessing entitlements,
finding housing, accessing clinical services, organizing their homes and finances, obtaining
employment services and linking with other needed supports in the community so that the
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individuals can live as independently as possible in their own homes. Maryland’s Traumatic
Brain Injury Advisory Board, which reports to the Governor and Maryland’s General Assembly,
recommended expansion of the program statewide. In 2012, MHA made a decision to maximize
the resources available through Maryland Access Point by utilizing MFP rebalancing funds to
contract with the Brain Injury Association of Maryland (BIAM) to provide brain injury specific
information and referrals to individuals with brain injury and their families who access Maryland
Access Point, provide outreach and education to individuals in institutions, application
assistance, and enhanced transitional case management services to individuals who apply for the
TBI waiver program. BIAM provides outreach to residents in CARF accredited Chronic
Hospitals and State owned and operated nursing facilities as well as to their family, guardians,
and other supporters to provide education and support in making decisions about pursuing
community living and offer application assistance for the TBI waiver.

Access to Facilities and Residents. MFP has worked to gather feedback from nursing facilities
related to the new peer outreach and support model. Drafts of the proposed changes to the model
of peer outreach and support were sent to both nursing facility industry groups, and facility
representatives and both groups were specifically invited to participate in the stakeholder
discussions related to the new model. Prior to implementation in nursing facilities, a letter from
DHMH was sent to each Medicaid licensed facility to announce the changes to the
demonstration, and its initiatives in Maryland, its goals and objectives, and the methods of
communicating with facility residents. The letter requires that NFs allow peers to have access to
residents in order to offer information about community-based living options. The letter includes
assurances of the privacy of the residents’ personal information and that no resident will be
compelled or coerced to participate in any discussion or effort to transition to the community.
The letter also includes a process for reporting concerns to DHMH about peers and their access
to facilities. The peer outreach and support contractors also received this letter and have the
ability to report concerns about access through the same reporting mechanism. Facility
representatives currently on the stakeholder advisory group had the opportunity to participate in
reviewing the letter and to assist in disseminating information to their partners throughout the
State. DHMH will continue to include the nursing home providers on its ongoing advisory
committee, seek out their input, and ensure that the interests of the facilities are respected during
the demonstration.

DDA MFP Community Placement Specialists work collaboratively with SAN staff devising and
supporting People Connections activities. DDA MFP Community Placement Specialists
frequently attend SRC individual annual meetings, often discussing MFP related activities such
as peer mentoring with SRC residents and their families. MFP activities are often depicted in
SRC newsletters. DDA MFP Community Placement Specialists frequently attend SRC activities
such as community provider fairs or picnics, People Connections specialty themed activities, or
new SRC staff orientations.

Targeting. As the State plans to develop a comprehensive outreach program to reach NF
residents through MDS 3.0 Section Q referrals, as well as peer support contracts as described
above, the only targeting criterion used for this population will be residency in a Medicaid-
licensed nursing facility.

For residents of SRCs, Written Plans of Habilitation will be used to identify individuals for
whom the community has been determined to be the most integrated setting. MFP activities will
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build upon existing processes for identifying SRC residents that choose to move into the
community, the details of which are included below, in Section B.1.5 State Residential Center
Participant Enrollment.

1.4 Enrollment in MFP from a Nursing Facility

Transition Coordination. The enrolled supports planning agencies for each waiver are
responsible for assisting individuals during the period of transition and will coordinate
community services, assist the individual with securing providers for the approved waiver
services, and assist with the administration of waiver transition funds and MFP flexible funds
(through the Fiscal Management Agent) available for demonstration participants up to 60 days
after the day of transition. The transition coordinators are highly knowledgeable about
community living and resources, including but not limited to: housing options, home health
providers, disability specific resources, assistive technology, medical equipment and supplies,
and other local area resources, as well as Maryland Medicaid, including its programs, services,
medical and financial eligibility criteria, complaint and fair hearing processes, and administrative
processes. The transition coordinators will have access to the State-generated training and
informational materials as well.

Starting in 2014, applicants and participants will have a choice of supports planning (case
management) providers for the Home and Community Based Options Waiver, Community First
Choice, and Medical Assistance Personal Care program. The Area Agencies on Aging are
designated supports planning providers and additional providers have been identified through a
competitive solicitation process. Applicants will receive information on the available providers
in their region and will be allowed to select a provider. If an applicant does not select a provider,
one will be auto-assigned to them through a randomized selection process.

Maryland directs funding to the statewide network of MAP sites to serve as single points of entry
into the long-term care service system. All MFP service providers will be MAP partners and
collaborate to provide a wide array of options to individuals who seek assistance. For individuals
in institutions, the process begins with a referral to the local MAP. Anyone may make a referral,
including the individual; however, the majority of referrals are likely to come from peer outreach
and support staff, facility staff, MDS referrals, and family members.

Options Counseling. Residents that want to explore the option to return to the community will be
referred for options counseling. Options counseling replaced and merged the previous model of
program education and application assistance services. The 19 local Area Agencies on Aging
(AAAS) in partnership with the seven Centers for Independent Living (CILs) provide options
counseling to nursing facility residents that indicate an interest in community living. Referrals
for options counseling will come from the peer outreach and support partners, the Minimum
Data Set 3.0 (MDS 3.0) Section Q, ombudsman, waiver staff, nursing facility staff, information
and assistance staff, family members, etc. Generally, options counseling for individuals aged 49
years or younger is performed by the local CIL and for individuals aged 65 and over, is
performed by the AAA. For individuals ages 50 to 64, the options counseling is a collaborative
effort between the aging and disability partners which is determined at the local level.

All staff providing options counseling will meet minimum qualifications and training
requirements. Shared training between local aging and disability partners will be conducted and
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the same information will be provided, regardless of which partner conducts the options
counseling.

Options counseling provides further program information about each of the home- and
community-based services (HCBS) waivers for which the individual may be eligible and assist
the individual in understanding his or her options. The information can be shared with other
interested people at the resident’s request, such as family members, guardians, and other
supporters.

If the individual wishes to apply to receive services through the Home and Community Based
Options Waiver (HCBOW), the options counselor will provide assistance with completing the
application, including providing assistance in obtaining needed supporting documents. The
options counselor will also provide the packet of materials related to supports planner selection.
As some residents of NFs may be more appropriately served through the TBI or DDA waivers,
individuals who meet the technical eligibility criteria and wish to apply for the Traumatic Brain
Injury, or Community Pathways waivers will be referred to the Brain Injury Association of
Maryland or Statewide SRC Transition Coordinator.

Medicaid Eligibility. Once the options counselor completes and submits the HCBOW
application, they will document its completion in the LTSSMaryland tracking system. This will
trigger the DEWS (Division of Eligibility Waiver Services), UCA (Utilization Control Agent),
and AERS (Adult Evaluation and Review Service) processes. The DEWS eligibility process
establishes financial eligibility for the waivers. The UCA verifies medical eligibility. AERS
completes a medical assessment (interRAI-Home Care) and recommends services needed by the
individual in the community. The AERS assessment is then forwarded to the waiver transition
coordinator who will use it to develop a plan of service with the resident that details the waiver
and/or Community First Choice services and budget. As the last part of the eligibility process,
this plan is then approved by DHMH or their designee for the Home and Community Based
Options Waiver. e A letter of waiver eligibility called a Waiver Advisory Opinion Letter is then
sent to the resident and states the six month eligibility period for transition. A letter of denial will
be sent to the applicant if the person is determined not eligible, as is the current practice.

Housing Assistance. As housing is one of the main barriers to community living, housing
assistance may greatly increase the number of people that are able to make the transition. In 2009
and 2010, housing training was provided through the MFP demonstration to develop housing
expertise among waiver case managers and MAP partners who will provide information about
types of housing options, the availability of housing, and the housing subsidy systems. Due to the
feedback that housing assistance should be provided by individuals with housing knowledge and
expertise, housing specialist positions were created within the MFP administration at DHMH
specifically to work with consumers, family members or representatives, and case managers to
assist individuals to access affordable, accessible housing. They provide intensive support to
complete applications, acquire needed documentation, and secure housing. Housing assistance
may also include opportunities for MFP participants to visit potential houses using their
supplemental service funds (Section B.5.4). In addition to this individual assistance, the MFP
housing team is responsible for monitoring and working to improve the housing situation for
MFP demonstration participants. The MFP housing team has developed relationships with local
housing authorities, developers, and other partners working on the same goals to increase

25



Maryland MFP Operational Protocol v 1.2

housing opportunities and to more efficiently identify and access housing as it becomes
available. This service will be vital to those seeking independent community housing.

MFP Eligibility Determination. Once an individual is determined eligible for waiver services
and/or Community First Choice, the transition coordinator will determine whether the individual
is eligible for the MFP demonstration and its supplemental services. It is estimated that only a
fraction of the individuals who apply for waiver services will meet the eligibility criteria for the
demonstration. In order to verify that the individual has 90 days of residence in an institution or
institutions, the transition coordinator will use data from current and former facilities of
residence. This data can include admission and discharge dates. MFP participants may be
eligible for additional services, but the State will in no way discourage MFP ineligible
individuals who meet the waiver eligibility requirements from transitioning to the community.

1.5 Enrollment in MFP from a State Residential Center

Relevant Legislation. In July 2005, Maryland House Bill 794, entitled Developmental Disability
— Written plan of Habilitation — State Residential Centers, was passed requiring independent
resource coordinators to be part of the development of a Written Plan of Habilitation for all
individuals residing in State Residential Centers. The Written Plan of Habilitation (WPH) is
developed by the individual, an independent resource coordinator, and a treating professional
designated by the SRC facility Director on an annual basis or more frequently as requested. The
plan includes recommendations from both the treating professional and the resource coordinator
regarding the most integrated setting appropriate for the individual. As of June 2009, if no
individual or family opposition to transition has been identified, a referral to the Regional Office
is to be generated by the team.

The current WPH Information Form was modified in 2011 to reflect decision making for the
person, his/her participation during the meeting, and how opposition was determined as
recommended by the Advisory Committee. Training on the new WPH Information form was
provided to treating professionals and resource coordinators in February 2011 and the new form
was subsequently enacted. In 2013, 